INTRODUCTION AND OBJECTIVES: Robot-assisted partial nephrectomy (RAPN) has become a standard approach for small renal masses. Studies about RAPN are mostly retrospective and do not comprehensively capture factors and rates of scheduled RAPN that end with conversion to robotic radical nephrectomy (RRN). We describe the rate as well as patient and tumor characteristics for RAPN cases that convert to RRN using a multi-institutional prospective database.
INTRODUCTION AND OBJECTIVES: Robot-assisted partial nephrectomy (RAPN) has become a standard approach for small renal masses. Studies about RAPN are mostly retrospective and do not comprehensively capture factors and rates of scheduled RAPN that end with conversion to robotic radical nephrectomy (RRN) . We describe the rate as well as patient and tumor characteristics for RAPN cases that convert to RRN using a multi-institutional prospective database.
METHODS: We prospectively identified 430 patients who underwent attempted RAPN between 2014 and 2016 at multiple international centers as part of the Vattikuti Collaborative Quality Initiative (VCQI) database. These patients were permanently logged for RAPN prior to the date of surgery and remained in the prospective database regardless of whether intraoperative conversion to RRN was performed.
RESULTS: 5.3% (23 of 430 patients) of scheduled RAPN cases ended with RRN. Patients converted to RRN were older (mean age 64.3 vs. 59.1, p¼0.01) with more comorbidities (mean Charlson ageadjusted comorbidity score 5.57 vs. 4.23, p¼0.003) but had a similar pre-operative eGFR (70.7 to 79.2; p¼0.09). Patients converted to RRN were more likely to have a tumor size >4cm (47.8% to 32.3%, p¼0.05), an upper pole location (52.2% vs. 31.7%, p¼0.04), a RENAL nephrometry score between 10-12 (30.4% vs. 11.5%, p¼0.03), a higher mean RENAL nephrometry score (8.17 vs. 7.16, p¼0 .01), and intraoperative complications (30.4% vs. 3.9%, p¼<0.0001). On pathological examination, patients converted to RRN were more likely to have invasion of perirenal fat (21.7% vs. 3.5%, p<0.0001), sinus fat (8.7% vs. 0.7%, p¼0.0006), Gerota's fascia (4.8% vs. 0.5%, p¼0.03), and involvement of segmental renal vein branches (14.3% vs. 0.5%, p<0.0001).
CONCLUSIONS: Prospective data collection of intended RAPN increases the detection of conversions to RRN. Our data suggests that difficult cases are initially attempted as RAPN, and the decision to perform RRN may be in part determined by tumor characteristics and patient comorbidities. Patients converted to RRN were more likely to have comorbidities, complex tumors, intraoperative complications, and poor pathologic features.
Source of Funding: None

MP59-05 CRITICAL ANALYSIS AND ASSESSMENT OF CLINICAL UTILITY OF NEPHROMETRY SCORES FOR THE PREDICTION OF COMPLICATIONS AFTER NEPHRON SPARING SURGERY
INTRODUCTION AND OBJECTIVES: Despite the association between nephrometry scores and the risk of complications following nephron sparing surgery [NSS] is established, data regarding predictive accuracy [PA] and clinical net-benefit [NB] of nephrometry scoresbased prognostication are scarce. The aim of the study was to perform a head-to-head comparison of PADUA score-, RENAL score-and clinical tumour size-based prognostication of complications following NSS.
METHODS: 214 patients diagnosed with a cT1-2 cN0 cM0 renal mass elected for NSS and collected into a prospective database were assessed. The outcomes of the study were overall and Clavien-Dindo [CD] grade 2 complication rates. Logistic regression analyses predicting overall and CD grade 2 complications were fitted. PA was estimated with C index. NB was evaluated with decision curve analysis.
RESULTS: The overall complications rate was 36%. The CD grade 2 complications rate was 20%. The most common specific complication was anemia/haematoma. At logistic regression analysis, PADUA score resulted associated with higher risk of overall complications rate (Odds ratio [OR] 1.24; 95% Confidence intervals [CI] 1.03-1.50; p¼0.03). Conversely, RENAL score (OR 1.16; CI 0.95-1.41; p¼0.1) and clinical tumour size were not associated with the risk of overall complications (OR 1.21; CI 0.99-1.47; p¼0.058). Moreover, PADUA score, RENAL score and clinical tumour size were not associated with the risk of CD grade 2 complications (p>0.05). Harrel 0 s C index resulted 0.59 for PADUA score-, 0.57 for RENAL score-and 0.59 for clinical tumour sizebased prediction. At decision curve analysis, the recorded NB was consistently low regardless of the prediction strategy ( Figure 1) .
CONCLUSIONS: PADUA and RENAL score were not associated with the risk of clinically relevant complications after NSS. Moreover, their ability to predict complications is diagnostically inadequate. Neither PADUA nor RENAL score were superior to the use of clinical tumour size only with respect to PA or NB. These findings suggest that, despite PADUA and RENAL scores represent accurate classification systems for the anatomic complexity of renal tumours, none of them is an optimal predictor of clinical outcomes. . 197, No. 4S, Supplement, Sunday, May 14, 2017 surgical system were excluded. Multivariate regression analysis was used to test associations between prolonged operative time (>150 min) and perioperative factors. RESULTS: In total, 297 patients were included in this study; however, 95 early cases were excluded. RAPN was performed by 3 experienced surgeons using an early unclamping technique. The median operative time was 132 min (interquartile range, 109-155 min) and operative time was prolonged in 62 cases. The cohort of patients with prolonged operative time (prolonged group) was significantly older (P¼0.0018), had a higher male-female ratio (P¼0.02), and had higher BMI (P¼0.0093) than the group with shorter operative times (standard group). In addition, the tumor was also more likely to be larger (P¼0.025), on the left side (P¼0.005), and posteriorly positioned (P¼0.03). Furthermore, the RENAL nephrometry score was likely to be higher for the prolonged group compared with the standard group. Moreover, warm ischemia time was longer (21 vs. 16 min; P<0.0001) and postoperative decrease in renal function (3 months) was greater (-9.0 vs. -4.7%; P¼0.038) for the prolonged group than for the standard group. Multivariate analysis indicated that age (odds ratio [OR], 1.04; P¼0.0015), BMI (OR, 1.12; P¼0.013), left-sidedness (OR, 3.21; P¼0.0007), posterior position (OR, 2.47; P¼0.016), and high RENAL score (OR, 3.39; P¼0.012) were significantly associated with prolonged operative time.
Source of
CONCLUSIONS: In addition to tumor complexity, age, BMI, and left-sidedness are predictive of prolonged operative times for RAPN. These factors may contribute to the difficulty exposing the renal hilum and renal tumor. Further investigation of the time spent during each part of the procedure is indicated. RESULTS: Mean patient age was 59 years (Inter-quartile range [IQR] 50-67). Median clinical tumour size was 3 cm (IQR 2-4). Median ischemia time was 15 minutes (IQR 9-20). Forty-eight (8%) patients had diabetes, 236 (40%) had hypertension, 23 (4%) had uncontrolled hypertension. Median follow-up was 53 months (IQR 26-91). Overall, 118 (20%) developed grade 1-2 and 19 (3%) grade 3-4 complications. The most common complication was anaemia/haematoma (9%). No difference was recorded between patients with or without post-operative complications with respect to age, comorbidities, tumour size and ischemia time (all p >0.05). Overall, 142 patients (24%) developed any grade of CKD during the follow-up period. Patients experiencing either grade 1-2 (HR 1.74; CI 1.11-2.72; p¼0.02) or grade 3-4 complications (HR 2.52; CI 1.20-5.30; p¼0.01) were at increased risk of developing CKD during the follow up at multivariate analysis, after accounting for the aforementioned covariates.
CONCLUSIONS: Our findings outline how post-operative complications may have a detrimental impact on post-operative renal function in men submitted to NSS. Efforts aiming at limiting the occurrence of post-operative complications might be advantageous for reducing the rate of long-term CKD. Moreover, those patients who experienced a complication deserve a more stringent functional follow-up after NSS. 
INTRODUCTION AND OBJECTIVES: The renal tumour Contact
Surface Area has been recently proposed to predict perioperative outcomes in patients who underwent partial nephrectomy. However, until now no study performed an external validation of this system. The aim of this study was to test the role of CSA to predict intraoperative and postoperative parameters in a series of consecutive patients who underwent PN.
METHODS: We prospectively evaluated the clinical and pathological records of 81 consecutive patients who underwent open PN at our Institution between July 2013 and July 2016. All the clinical and pathological records are collected in a dedicated database. The CSA was calculated using the preoperative abdominal CT scan images and applying the formula recently described by Leslie et al [Eur. Urol. 2014; 66: 884] . Then, this continuous variable was categorized in two groups according to the predefined 20 cm2 cut-off value. The following outcomes were considered: clamping of the renal artery, early unclamping technique, warm ischemia time (WIT), estimated blood loss (EBL), overall postoperative complications. ROC curve analyses were used to compare PADUA score and CSA.
RESULTS: The median value of CSA was 13.6 (IQR 8-23.6) cm2. In 23 (28.3%) cases a no clamp technique was performed. In the remaining 58 (71.6%) cases the median warm ischemia time was 13 min. An early unclamping technique was performed in 41/81 (50.6%). The median EBL was 300 ml. Overall postoperative complications were detected in 27/81 (33.3%) cases. However, major complications (grade 3-4) were reported only in 6 (7.4%) cases. The CSA predicted the clamping of the main artery (p¼0.001), the use of an early unclamping technique (p¼0.005), the WIT (p<0.0001), the EBL (p<0.001), the overall postoperative complications (p¼0.002). PADUA score and CSA resulted overlapping to predict clamp versus no clamp technique (AUC 0.84 Vs 0.84) and overall complications (AUC 0.68 Vs 0.68). Conversely, CSA resulted better than PADUA score to predict WIT > 20 min (AUC 0.77 Vs 0.63).
CONCLUSIONS: The renal tumour CSA seems to be a valid predictor of postoperative PN outcomes. Its role must be confirmed in larger series. Moreover, CSA seems to give information similar to PADUA score. Contact surface area seems to be a valid predictor of postoperative outcomes after partial nephrectomy.
